Open Access 



Research 




Doctors accessing mental-health 
services: an exploratory study 



Josephine Stanton, 1 Patte Randal 2 



To cite: Stanton J, Randal P. 
Doctors accessing 
mental-health services: an 
exploratory study. BMJ Open 
2011;1:e000017. 
doi:10.1 136/ 
bmjopen-201 0-00001 7 

► Prepublication history for 
this paper is available online. 
To view these files please 
visit the journal online (http:// 
bmjopen.bmj.com). 



Received 3 November 2010 
Accepted 2 February 2011 



This final article is available 
for use under the terms of 
the Creative Commons 
Attribution Non-Commercial 
2.0 Licence; see 
http://bmjopen.bmj.com 



1 Ch ild and Family Unit, 
Auckland Healthcare, 
Auckland Mail Centre, 
Auckland, New Zealand 
Rehabilitation Psychiatry, 
Buchanan Rehabilitation 
Centre, Auckland Healthcare, 
Auckland Mail Centre, 
Auckland, New Zealand 



ABSTRACT 

Objective: To develop a more in-depth understanding 
of how doctors do and do not access mental healthcare 
from the perspectives of doctors themselves and 
people they have contact with through the process. 
Design: Qualitative methodology was used with 
semistructured interviews transcribed and analysed 
using Grounded Theory. Participants were 11 doctors 
with experience as patients of psychiatrists, four 
doctor and four non-doctor personal contacts (friends, 
family and colleagues) and eight treating psychiatrists. 
Results: Participants described experiencing 
unrealistic expectations and a harsh work environment 
with poor self care and denial and minimisation of 
signs of mental health difficulties. Doctor contacts 
described particular difficulty in responding effectively 
to doctor friends, family and colleagues in need of 
mental healthcare. In contrast, non-doctor personal 
contacts were more able to identify and speak about 
concerns but not necessarily to enable accessing 
adequate mental-health services. 
Conclusions: Three areas with potential to address in 
supporting doctors' accessing of appropriate 
healthcare have been identified: (1) processes to 
enable doctors to maintain high standards of 
functioning with less use of minimisation and denial; 
(2) improving the quality and effectiveness of informal 
doctor-to-doctor conversations about mental-health 
issues among themselves; (3) role of non-doctor 
support people in identifying doctors' mental-health 
needs and enabling their access to mental healthcare. 
Further research in all these areas has the potential to 
contribute to improving doctors' access to appropriate 
mental healthcare and may be of value for the general 
population. 
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INTRODUCTION 

Living in a culture where doctors are seen as 
healthy people who treat sick patients creates 
a paradox for a doctor moving into a patient 
role. Accordingly, many doctors do not make 
use of usual channels for accessing health- 
care 1 and continue to treat themselves 
despite guidelines to the contrary. 2 Much 
expert opinion about barriers to healthcare 
for doctors is available in the literature, but 
the quality of the data available is limited. 3 

Moving into the role of a patient with 
psychological illness has been described as 
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Article focus 

■ Doctors' accessment of adequate mental health- 
care is less than optimal. 

■ Family and community contacts have an impor- 
tant role in accessing mental healthcare. 

■ Our understanding of the processes related to 
doctors accessing mental healthcare can be 
improved by exploring perspectives of doctor 
patients, their support people and treating 
psychiatrists. 

Key messages 

■ Doctors' unrealistic expectations of themselves 
and associated minimisation and denial of 
a range of self care needs may function as 
a barrier to accessing mental healthcare. 

■ Addressing how doctors respond to other 
doctors in informal conversations indicating 
mental healthcare needs may be helpful in 
improving access to care. 

■ Non-doctor support people may have a valuable 
role in enabling doctors to access appropriate 
mental healthcare. 

■ All these areas need further research. 

Strengths and limitations of this study 

■ This is the first study of its kind and generates 
new insights in an important area. 

■ Because of challenges in recruiting doctors with 
experience as patients of psychiatrists, a hard-to- 
reach group, the sample is small and not broadly 
representative. 



particularly challenging. There is increasing 
concern about doctors' mental health and 
effectiveness in accessing mental-health 

5-7 S 

services. 

Out of this concern, a literature docu- 
menting, researching and recommending 
interventions for medical students and 
doctors is emerging. 8-11 The research base is 
limited. Individual case information has been 
made available. 12 13 Questionnaire surveys 
provide important information about atti- 
tudes, 14 1 but the depth and complexity they 
are able to contribute to our understanding 
are limited. We need more understanding 
about how doctors do and do not access 
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mental healthcare. This is likely to be helpful in 
addressing barriers to healthcare for doctors. Moreover, 
Kay et af point out similarities between doctors and the 
general population in accessing mental healthcare. 
Thus, increasing understanding of barriers for doctors 
accessing mental healthcare may have implications for 
the wider population. Likewise, research in the general 
population has demonstrated the importance of family 
and community contacts in facilitating access to mental- 
health services. 16 So, we need more understanding of 
how this may also be important for doctors. 

The aim of this paper is to develop a more in-depth 
understanding of how doctors do and do not access 
mental healthcare from the perspectives of doctors 
themselves and people they have contact with through 
the process. 

The data presented in this paper are drawn from 
a more wide-ranging multiperspective qualitative study 
on doctors as patients of psychiatrists. 

Participants 

Recruitment was challenging. We sought information- 
rich participants, doctors with experience as a patient of 
a psychiatrist who were fluent in English and had 
capacity to consent. We approached seven doctors who 
were known to one or other of the researchers through 
personal or collegial contact as having had experience 
as patients of psychiatrists. Five agreed to participate. 
Formal channels such as the Medical Council and 
support providers to doctors declined to participate 
because of concerns about confidentiality. One of the 
researchers (PR) had been involved in developing an 
informal support network for doctors with mental-health 
issues, and three potential participants were identified 
via this role. Two agreed to participate. She also put out 
an invitation to participate in the study to members of 
a currently developing local internet site for peer 
support for doctors. One member specifically declined, 
and there were no other responses. Two were identified 
and referred to the researchers by other participants. 
One self-identified to the researchers following listening 
to a presentation of preliminary data. One was referred 
by a treating psychiatrist. 

Eleven doctors, five men and six women, were inter- 
viewed. The age range was 32—54. The number of years 
since graduation was 5—28 years. Diagnoses identified by 
the doctors themselves were Depression, Psychotic 
Depression, Bipolar Disorder, Generalised Anxiety 
Disorder, Brief Psychotic Episodes, Bipolar disorder with 
a differential diagnosis of Schizophrenia, Borderline 
traits and Poly Substance Dependence. 

Nine were working in clinical medicine at the time of 
the interview, five as specialists. Six were working in 
psychiatry, two as specialist psychiatrists and four as 
generalists with a special interest in psychiatry. One was 
working in General Practice. At the time of initial iden- 
tification of mental-health needs, only two were working 
in psychiatry. Six were working in General Practice, two 
were in specialist training positions, one was a house 



surgeon, one was a student, and one was a specialist. The 
range of time off work owing to illness was up to 2 years. 

Psychiatrists with experience of treating doctors as 
patients were recruited separately. Eleven were 
approached. They were selected by the researchers to 
provide a range of orientations and practice type. Three 
declined interview. Eight were interviewed. The range of 
years since qualification as a psychiatrist was 12—39 years. 
Estimated numbers of doctors treated ranged from 8—12 
to 60—70. All had private-practice experience, and most, 
but not all, of their experience of treating 
doctor— patients had been in the private sector. 

Eight contact people (friends, family or colleagues) 
were identified by the doctors with experience as 
patients. Four of these were themselves doctors, two of 
whom had also been recruited as doctors with experi- 
ence as patients of psychiatrists. In total, 25 participants 
were interviewed. 

Procedure 

Participants were interviewed individually by the two 
researchers together for one or two interviews of up to 
90 min each. The interviews were initially open. The 
participant was invited to choose a place to begin. Most 
told their story. This part of the interview was not time- 
limited, and a second interview was scheduled when 
needed. Participants were encouraged to range broadly 
over their experience, with prompts such as, 'Can you 
tell us more about that?' Questioning in the interview 
was focused towards bringing forward the experiences, 
thoughts, values, etc of the participant — for example, 
'How did you decide to ...?,' 'How did you experience/ 
understand that?,' 'What were your hopes/fears when 
you ...?' 

A tentative checklist of relevant issues was developed 
initially from published personal accounts, personal and 
clinical contact with doctors with mental-health issues, 
and seminars for psychiatrists treating doctors. This was 
revised and developed in accord with ongoing data 
analysis of interviews. Most issues were covered in the 
open part of the interview. If not, they were specifically 
enquired about. Issues from the checklist relevant to this 
paper were identifying and managing vulnerability, 
other people knowing, identifying mental illness (what 
helped and hindered this?), decision to access care (how 
was this made?), finding/choosing a psychiatrist, talking 
to colleagues, friends, family, etc, stigma, and worry 
about and experience of the Medical Council. 

Ethical approval was obtained from the Ministry of 
Health Ethics Committee (No AKY/04/ 12/344). 

Data analysis 

The interviews were transcribed verbatim from record- 
ings by a typist and reviewed by one of the researchers 
(JS). Identifying data were removed. A grounded-theory 
approach to data analysis was used. 1 18 The transcripts 
were closely read by each of the researchers individually 
and independently coded using the Qualitative Solutions 
and Research NVTVO computer software (QSR 
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International, Doncaster, Australia). The two sets of 
codes and themes were then extensively and continuously 
discussed and compared. Convergence and divergence in 
accounts were both explicitly sought, with particular 
emphasis on exceptions. Emerging themes and higher- 
level codes were fed into the ongoing interviewing 
process. This process was repeated, at times in part and at 
times in whole, through the data-collection process. In 
returning to the transcripts, the recoding was focused on 
both confirmation and discontinuation of hypotheses, 
and an evolving analysis of themes. Additional depth to 
this process was contributed by comparing and 
contrasting accounts from different groups of partici- 
pants. 

Researchers 

Both researchers are doctors with decades of experience 
working in psychiatry across a range of disorders and 
service types. One of the researchers has personal 
experience of psychosis and depression (PR). Both 
researchers have experience as network members of 
doctors engaging as patients of psychiatrists and limited 
experience in engaging with doctors as patients. One of 
the researchers is working as a child and adolescent 
psychiatrist, using biological as well as psychological 
approaches and compulsory care (JS). The other 
researcher is working psychologically with people with 
severe and chronic psychiatric disorder (PR). Both are 
committed to working creatively and reflectively, devel- 
oping strategies for empowering and enabling people 
who are using mental-health services 19 (http://www. 
collaborativepsychiatry.com) . 

RESULTS 

Accounts of male and female participants did not 
generate differences in coding. Where an indication of 
gender is used in presenting the data, these are assigned 
randomly, irrespective of the gender of the person 
making the comment. 

Doctors as super people 

All of the doctor participants described elements of 
a culture of unrealistic expectations of themselves 
and one another, needing to 'know everything about 
everything' and not able to make 'any mistakes.' 

you have a particular way that you think that doctors are 
meant to act ... be calm, cool and collected and . . . having 
everything together. ... dealing with life and death and 
being in control. . . . putting yourself on the back burner 
and just fighting for your patients. 

To show vulnerability was to risk losing respect of peers 
and seniors. Some described having empathy for 
a patient in distress being associated with the risk that 
you might 'reveal your own emotions and vulnerability.' 

Participants described some variability in the whole 
heartedness with which they took up this idea. One 
described thinking it was, 'Ok to be vulnerable' but you 



'did not show it.' Another described awareness of 
a discrepancy between the expectation that they be 
'kind, caring and compassionate' towards other people 
but 'not to have that for yourself.' Another described 
how medical students 'tried to be accepting' when a class 
member developed a psychotic illness. One described 
awareness of these expectations but not having a sense, 
himself, of patients needing to see him as invulnerable. 

Pressure in the workplace 

Bullying and lack of emotional safety were described in 
the workplace, particularly in years following graduation 
but continuing through later practice. 

there was that absolute sense of 'can't cope, sling your 
hook, off you go, you're obviously not made for it, you're 
obviously not good enough' 

Treating psychiatrists spoke of competitiveness, criti- 
cism and harshness among colleagues in medicine from 
their own experience and listening to other doctors. 

Most doctor participants described not taking care of 
basic needs such as for sleep, or even a coffee break. 
Some described becoming more able to do this over 
time. 

Maintaining the myth 

Some of the participants spoke about how difficult it was 
to maintain the myth of being a super-person and the 
cost of this. 

I've got this dichotomous view of myself; at one level I do 
think I'm very careful and I do generally deal quite well 
with patients, [um] But on the other hand if there's any 
hint of criticism I suddenly think I'm no good. 

Failing to identify signs of illness 

Several participants described actively denying and 
minimising awareness of difficulties and early signs of 
illness. 

I managed to keep convincing myself that I was quite 
capable and I managed to convince a lot of other people 
[doctors] 

The commonest response to a perceived difficulty in 
functioning was to just 'keep going.' 

I'd be dragging myself around. I remember at the end of 
the day I had to lie down for about an hour before I could 
drive home. 

Initiating help-seeking 

Even once the recognition of need for help was 
acknowledged, the decision to see a psychiatrist was a last 
resort for most participants. Several described self- 
treating with medication, exercise, relaxation, etc until 
a point of crisis or desperation was reached. 

It was just getting so bad, like I was just, things were 
becoming so unmanageable in my life. 
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Doctor-contact people— friends, colleagues and family 
who were also doctors 

Six of the eight treating psychiatrists and five of the 11 
doctor patients described experiences as doctor-contact 
people in addition to the four doctors identified as 
contact people. Thus, 15 of the 21 participants who were 
doctors described experience as contacts with doctors 
with mental-health issues. They were in a range of roles 
including friend, partner, colleague or supervisor. The 
coding of their descriptions of experiences in all these 
roles overlapped substantially and therefore were 
analysed together. There was little overlap with the 
descriptions of the 4 non-doctors identified as personal 
contacts. 

Some of the doctors described difficulty in perceiving 
need for care, 'particularly mental health' in doctor 
friends and colleagues with a tendency to over or 
underestimate the seriousness of issues. One participant 
described being approached for a prescription for 
benzodiazapines and feeling 'off-guard,' 'completely 
dis-empowered. ' 

wanting to be helpful but ... I felt so much on the 
defensive being asked for something and not delivering it 
that I didn't sort of think, think more broadly ... obvi- 
ously she may be in some sort of trouble 

Another described failing to respond usefully to 
a phone call from a colleague asking for information 
around treatment of depression. 

I didn't hear the asking for help in it. ... I heard his 
uncomfortableness. . . . how I dealt with the uncomfort- 
ableness was to draw away, you know, rather than to step 
in. And again it was this fear of stepping in where I wasn't 
wanted, of his feeling humiliated because of me finding 
out about his vulnerability and the fact that he was a mess. 

Several doctors described identifying signs of illness in 
friends or colleagues and not speaking about them. 

I can pick up on an intuitive level that they [other 
doctors] are depressed and I struggle to know what to do 
about it because you can't sort of say, 'I've been there and 
I can see that you're struggling, do you want to have 
a little talk to me?' 

Participants described finding it hard to know 'how 
much to probe' in a context which is 'sort of profes- 
sional' and 'more a social [conversation].' 

the sense of paralysis around 'what the hell do I do?' and 
being tied up with just the complexity of it all. 

Some of the doctor contacts described regret at having 
responded to hearing experiences described by a doctor 
friend in terms of symptoms rather than an example of 
a range of ordinary experience. 

As a friend who wasn't trained you wouldn't see it as 
a symptom, you'd just go 'that's [x].' 



Some of the doctor patients described how unhelpful 
it had been when doctor friends had responded to them 
by identifying symptoms or recommending mental 
health services rather than hearing and responding as to 
an ordinary human concern. 

One doctor spouse described concern that her being 
a doctor delayed rather than facilitated access to care as 
both she and doctor colleagues avoided accessing 'to 
protect his identity and his career.' 

Anyone else would have dialed 111 and the ambulance 
would have been there and he would have been admitted 

In contrast to the above accounts, one of the doctor 
colleagues who had felt unable to be helpful was 
described by the doctor patient as having been 'enor- 
mously' helpful in seeing the size of the problem and 
'putting the flag up.' 

Several of the doctor-contact people described feeling 
they had learnt from these and other experiences and 
would feel more able to respond effectively in the future. 

Non-doctor-contact people: friends, colleagues and family 
who were not doctors 

Non-medical network members described identifying 
difficulties and the need for help in their partners but 
not necessarily identifying these as mental illness. 

I was aware that she was a bit down and that things 
weren't right, you know. The Wordsworth poem; 'Some 
natural sorrow, loss, or pain, that has been, and will be 
again.' It felt like that kind of situation to me. 

Another described being aware of her partner being 
'grumpy' and knowing that something needed to 
happen but not having the knowledge to identify 
depression. Their personal knowledge was over- 
shadowed by the medical knowledge of their partners 
leaving them disempowered in this context. 

[Her being a doctor] just made it very hard for me to 
convince her... um... that she might need help because 
she's the expert. 

Some described feeling that their loved one's concern 
about confidentiality impeded accessing care. Some of 
those who did take an active role in calling a crisis team 
or ambulance described difficulty getting an adequate 
response and then facing their partner's anger and 
rejection of what was offered. 

Treating psychiatrists 

Treating psychiatrists described delays in doctors 
accessing treatment. They described most doctor 
patients as self-referring, some sent by their employer 
and some by the Medical Council. Referral via general 
practitioner was less usual. They described doctors self- 
referring in response to concern about their work 
performance and associated fear of complaints to the 
Medical Council rather than presenting as having 
a mental illness. 
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DISCUSSION 

Summary of main findings 

1. Doctors described having a culture of unrealistic 
expectations of themselves and each other. 

2. These expectations were associated with denial and 
minimisation of need for self care, vulnerability and 
early signs of illness. In this way, they formed a barrier 
to help-seeking. 

3. Doctor colleagues, friends and partners, whether 
recruited as doctor patients, doctor contacts or 
treating psychiatrists, described experiences of 
considerable difficulty in identifying concerns and 
speaking about these to other doctors. 

4. Non-doctor personal contacts described being able to 
identify difficulties and speak about them but not 
necessarily to enable effective help-seeking for the 
doctor. 

Strengths and limitations of study 

This is an in-depth study of an information-rich group in 
an area where more understanding is acutely needed. 
Including the perspectives of the doctors themselves as 
well as doctors and non-doctors with whom they had 
contact in the process has given us the opportunity to 
generate new insights. 

Challenges in recruiting have meant there is a self- 
selection bias. Most participants were recruited via 
personal knowledge or recommendation. In the current 
climate, this personal knowledge may be necessary to 
create the safety for agreement to participate. 

Personal knowledge based on prior relationship with 
some of the participants by at least one of the 
researchers, as well as the openly stated personal expe- 
rience of being a patient of a psychiatrist of one of the 
researchers (PR), has the potential strength of facili- 
tating trust and enabling openness on the part of the 
participants and also of increasing depth of under- 
standing for the researchers. 

Conversely, there is also a potential limitation that 
the preconceived understandings, attitudes or values 
inherent in this personal knowledge could interfere 
unhelpfully in the process of engagement with the data. 
It should be noted that only one of the participants was 
well known to both the researchers, and only one of the 
researchers (PR) had personal experience of being 
a patient of a psychiatrist. Ongoing comparison between 
the independent data analyses undertaken by each 
researcher was used to optimise the potential usefulness 
of differences in personal knowledge in enriching the 
level of engagement with the data. 

Doctors working in psychiatry are over-represented, 
and doctors currently working in General Practice 
under-represented. The small number of non-doctor 
personal contact people is of particular significance, as 
the study indicated a marked difference in the contri- 
bution of doctor and non-doctor-contact people to 
doctors accessing mental-health services. This has not 
previously been identified. 



Relationship of findings to previous research 

The culture of unrealistic expectations of doctors 
described here has been previously identified. 5 12 20 
Clearly doctors cannot know everything, cannot be infal- 
lible and will have a range of health issues. Self-perceived 
medical errors are associated with distress and a range of 
negative outcomes for physicians. 21 Unless doctors are 
able to acknowledge realistic limitations and vulnerability, 
they will need to use denial to protect themselves from 
conscious awareness of their vulnerability and fallibility, 
and minimise these to others. Denial and minimisation 
have been identified in doctors. 22 23 Potential adverse 
effects of denial of fallibility were demonstrated by Wu 
et al. 24 They found that doctors who took responsibility for 
making an error experienced more distress but were more 
likely to engage in constructive remedial processes. The 
limited role of intrapersonal denial as a barrier to 
accessing mental healthcare is demonstrated by Tyssen 
et al, 25 in that most of the doctors in their study who 
described themselves as having had mental-health prob- 
lems in the previous year had not sought help for them. 

Informal conversations with colleagues have been 
identified as one of the ways doctors access health- 
care. 26 27 The difficulty described in this study by doctor 
friends, colleagues and partners in identifying and 
speaking about mental-health issues in this context has 
not previously been demonstrated in research. That 
this may be a more widespread phenomenon is indicated 
by Thompson et «Fs 4 finding that CPs played down 
evidence of colleagues being physically unwell. 

There is some research into doctors' descriptions of 
how they would respond to hypothetical scenarios. Farber 
et af s found physicians were more likely to say they would 
report a physician in a hypothetical scenario who was 
impaired owing to substance abuse than one who was 
psychologically or cognitively impaired. The tendency to 
report was associated with valuing protecting the good of 
society over the rights of the individual. Roberts et af 9 
found that medical students described valuing of confi- 
dentiality over accessing appropriate help in responses 
they described to vignettes of medical students with 
serious symptoms and functional impairment. There 
were no significant differences in described responses 
to mental illness, substance abuse or diabetes. 

The idea that non-doctor personal contact people are 
more able to identify and speak about mental-health 
issues in doctors has not been previously reported. A 
relationship with a supportive spouse has been described 
as being protective with respect to risk of burnout 30 31 
and doctors have described themselves as more likely to 
disclose a mental-health issue to a non-doctor contact 
than a professional. 15 

CONCLUSIONS 

This study indicates three important areas to address 
and research further in improving access to mental 
healthcare for doctors. The first is that of managing 
unrealistic expectations in order to support doctors to 



Stanton J, Randal P. BMJ Open 201 1 ;1:e000017. doi:1 0.1 1 36/bmjopen-201 0-00001 7 



5 



Doctors accessing mental-health services 



maintain high standards of functioning and to 
acknowledge vulnerability and fallibility to selves and 
others in appropriate ways. 

The second is that of informal doctor to doctor 
conversations. It may be that improving the quality and 
effectiveness of informal doctor-to-doctor conversations 
is an area where a difference can be made in improving 
doctors' access to mental-health services. This may also 
be of significant benefit for doctors' general health. 

The third area is the potential role of non-doctor 
contact and support people in being more readily able, 
than other doctors, to identify and speak about mental- 
health issues with doctors. 

These findings could also be important for other 
groups and the general population. 
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